MISSOURI DIVISION OF HEALTH — STANDARD CERTiFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR ! .
DO NOT WRITE "~ Regil'rni!-gn___qiqrm No. 7 y f Pritiary Registration District No./ o aJ" Regi hg .
ON THIS STUB AMEND — i :
1. 'PLAC-BQOE DEATH _ hl 2. USUAL RESIDENCE (Where decesied lived. if institution: Residence before

a. COUNTY a. STATE . b. COUNTY
Jackson Missauri Jackson
b. CITY (If oulside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside timits
OR

TOWN Kansss Cl‘ty " ife L TOWN Kansas City Yes i No [

c. FULL NAME OF {I OT Lb I, giv inside Limit: d. STREET i i i i
FULL NAME ¢ w ﬁw imits ADDEI!EESS [If cutide, give focation] Reside on Farm

INSTITIJHON !’es}g No 3332 sumnit Yes 3 No [

3. NAME OF DECEASED Firet Middle Last 4. DATE Month Day Year
{Type or print) QF -

JOSEPH PHILLIP CLUNE DEATM _ Feb A ] 96;
5. SEX 6. COLOR OR RACE 7. Martied [J  Never Married (R 8. DATE OF BIRTH | 9- AGE (twst birthday) | IF UN;GER 1 YEAR IF UNDER 24 HR
Widowad Divorced Months D " Howrs Min.
-M-al e Wh i te idowad [ ivor! O iy: v

T0s. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY . BIRTH ﬂ; E (City and stets or country) | 12. CITIZEN OF WHAT COUNTRY

uri st of working life, even if retired)
ThFant Home 31:Lsas_CJ.I;;L,_L11.1.s:scm_r_L_A___U.[.S1 i A,
i3s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Peter F, Clgne Mary Jo O'G none

15. WAS DECEASED EVER [N U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

[Yes, no, or unknawn}[ (If yes, give war or dates of serv .
1o | Mr. Peter F._(lune_ 3332 Summit

| 1B. CAUSE OF DEATH (Enter only one cayse per line INYERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: - ONSET AND DEATH

IMMEDIATE CAUSE {s) _CG_/LEAM F'M M -4

Conditions, If any,]  DUE YO (5) CONGE/Y/?’/S‘K/ o d fﬁ/(' 7 D/SEASE Wl'f;l
;'m“:::.:m:f} Ptz”-ﬂ;!”?- DPATENT Pac7es :4/?f1."£"05£l.5 Aty

STATE FILE NUMBER

VS 300
Rev. 4/59

admission)

DATE AMENDED
A-15-623

DOCUMENT

stating. the w
lying cause last i 4

PART I1. OTHER SIGNIFICANT CONDITIONS CONTIlIBIJTING 10 DEATH but not relsted fo the terminel PART 111, If decessted war  fomale was |
dissase condition given in PART 1 (a) there a pregnancy in last 90 days.

Mo ?o&m 'DY»IDNo IDUnknown

19. WAS AUTOPSY | 20a. ACMADENT  SUICIDE HOMD|CIDE 20b, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART I or PART Il of item 18.)
n?»so? a O ' .
NO O

20c. TIME OF Hau Manth, -Day, Year
INJURY . am.
p-m.

20d. INJURY QOCCURRED 20e. PLACE OF INJURY {e.g., in or about home, [ 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farem, factory, street, office bldg., eic.) -
NOT WHILE AT WORK [ \ -

| 21, 1-amended the- deciseed trom_ BTATH-: m_}_‘flg_g_ﬁé_imdlu; sow T ative o .
Lorayoof oofte-5 2 Ptosys Hopa bl 220w, gy p 3oy Pyp et Ry

[] (Degrac or title) 22b. ADDRESS ‘5’6’ ?O / 22¢. DAE SIGNED
6? aFrane’, 77,97 : | Lrwoon G 2p, Frusseeu ? 2-5-/%3

;;-':'3; BURIAL, CREMATION 236, DATE 23:. NAME OF CEMETERY OR CREMATORY 33d; LACATION {City, town, er county) (State)

RBES;?;fWM <. 6 (ﬂ Calvary Cemetery Kansas City, Miasouri

ﬁd FUNERAL DIRECTOR ADORESi 25. DATE RECD. BY LOCAL REG. | 24. y,“ S SIGNATURE
! Mellody-MeGilley-FEylar 20 W, Linwood - A 4 Q

, {Licensed Embalmer's Statemant on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATICN

&
B
A

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT CF

ITEM NO.




t
{

STATEMENT BY LICENSED EMBALMER

4

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

»

Student Embalmer No.

-

or by

I

working under my personal supervision.
o

L]

Student

Signature of Student Embalmer

Licensed Embalmer No j—/ 2o
P.O. AddressK (O -7//, M

Note: The above MUST BE . SIGNED BY THE LICENSED EMBALMER in hls OWN HANﬁWRI_TING. .(Failuré--to complyn.
with the above constitutes grounds for revocation of license), ‘ o v .
If embalmed by a .STUDENT, he also-shall sign in his OWN handwrmng .

If this body is not embalmed, fact should be so stated abov9

}
;




